To establish the nature, extent and organization of occupational health service provision for employees within the National Health Service (NHS) in London and to review the systems for monitoring performance.
Introduction
Occupational health has had an increasing profile in the UK following initiatives such as Securing Health Together-A Long-term Occupational Health Strategy for England,Scotland and Wales [1] and the recommendations from the Health & Safety Commission's Occupational Health Advisory Committee [2] . Occupational health is seen as an area where the UK's National Health Service (NHS) should serve as an exemplar. The Department of Health [3] has produced guidelines in The Effective Management of Occupational Health & Safety Services in the NHS that set out the range of occupational health and safety services that should be available to all staff working in the NHS, along with advice as to the responsibility for provision and standards for their delivery.
This guidance describes the range of occupational health and safety services that should be available to all staff working in the NHS. In addition, it highlights the need for service standards in occupational health and clearly identifies the responsibilities in relation to the implementation of a service. The function of an occupational health service within the NHS framework is to advise both staff and management on all matters relating to the effect of health on work or of work on 1 health. Such activities may include risk assessment, preventative programmes/health education, health assessment, pre-employment assessment, health screening and surveillance, post-sickness absence and rehabilitation issues. Employees in the health services are exposed to a range of hazards in their workplace that are known to cause ill-health. This includes not only chemical hazards (e.g. glutaraldehyde and isocyanates), but also infectious hazards (e.g. hepatitis B and human immunodeficiency virus) and physical hazards (e.g. manual handling, vibration, violence at work and stress). These issues are covered by the general duties of the employer under Section 2(1) of the Health and Safety at Work etc. Act (1974) to ensure the health at work of their employees, so far as is reasonably practicable.
Since 2001 occupational health departments within the NHS have been able to apply for accreditation as members of NHS Plus. NHS Plus is a network of NHS occupational health departments across England, supplying quality services to non-NHS employers, including support to industry, commerce and the public sector, with a focus on small and medium-sized enterprises. The standards required for achieving accredited status are documented in the Department of Health publication NHS Plus Standards [4] . NHS Plus members must be able to demonstrate that they provide an adequate service to their NHS client and each NHS Plus provider must have documentary evidence that it has the full support of the trust for undertaking external commercial work. Specific elements within the accreditation framework include the requirement to meet minimum standards in the following categories: professional standards, staff qualifications, facilities and business arrangements.
The London region of the NHS covers the same geographical area as 32 London boroughs and the City of London with a residential population of 7.07 million people. The NHS in London employs some 140 000 people (~10% of all jobs within London). Within London, 59 NHS trusts provide community, mental health and hospital services across the capital. Five strategic health authorities ensure that the services offered by the trusts meet the needs of the local communities.
A review of occupational health provision within the NHS in 2001 showed that the provision of services to NHS employees was improving [5] . The aim of this study was to identify the nature and extent of occupational health services provided by a sample of NHS trusts across the London region.
Materials and methods

The sample
A sample of 17 NHS trusts was selected from the five strategic health authorities. A number of selection criteria were used for selecting the sample, including the geography, adjacency and category of the trusts. The sample included representation from acute, learning disability, teaching, mental health, primary care, community and ambulance trusts. In addition, it included at least one NHS trust from each of the five strategic health authorities serving the London area. The fieldwork was carried out between December 2001 and February 2002.
The approach
An initial letter of introduction was sent to the chief executives of the trusts explaining the background to the study and the approach to be taken. A follow-up phone call was then made to arrange a meeting with the human resources manager and the occupational health manager. Each was asked if they would be willing to be interviewed in their workplace. The structured interview took~90 min to complete.
The questionnaire
One researcher carried out all of the interviews using a questionnaire-based interview. The questionnaire was piloted in three hospitals (a total of six interviews) and, as a result, some questions were separated in order to take account of agency versus directly employed staff. The questionnaire consisted of 30 questions for the responsible person and 59 questions for the occupational health manager. The information collected from the human resources manager included general background information about the trust (size, type, number of employees, nature of the occupational health services and funding streams). Additional information collected from the manager of the occupational health service included the nature of the services offered, access and communication, standards, performance, audit and attitudes to NHS Plus.
Finally, the perceptions of the managers regarding occupational health provision were also explored.
Data analysis
Quantitative data were entered into a Statistics Package for Social Scientists (SPSS) for Windows 10.0 database and frequencies were calculated for all variables. As the study was descriptive in nature no statistical analysis was carried out on the data. Qualitative analysis was carried out using framework analysis.
Results
Response rate
All 17 trusts initially approached took part in this survey.
Seventeen (100%) occupational health managers and 16 (96%) human resource managers agreed to be interviewed by a researcher (one declined to be interviewed).
Interview findings
The results shown are from the 33 interviews that were carried out over the study period. Table 1 shows the distribution of the respondents by trust type for the 17 trusts surveyed. Fifteen trusts (88%) had in-house occupational health services. One ambulance trust and one community trust contracted out their occupational health services: one contracted another trust and one contracted a private occupational health company for providing these services. Table 2 shows the sizes of the trusts surveyed. It should be noted that 12 trusts (71%) provided occupational health services to non-NHS staff located on the trusts' premises (e.g. bank staff).
Management of services
There was considerable variation in the management of services across the trusts surveyed, with little or no consistency being demonstrated across the capital. Fourteen of the 15 in-house occupational health departments were separate departments within the trusts. The remaining unit was combined within an occupational health and safety department based in the facilities and estates directorate. A nurse managed the occupational health service in 13 of the 16 trusts (81%) that responded, whereas an occupational health physician managed only one (6%). Non-clinical staff managed the remaining two services. The director of human resources had overall responsibility for occupational health within 14 of the 16 trusts (88%) that responded. Ten human resources managers (63%) did not know the estimated cost of occupational ill-health to their trust and no attempt had been made at estimating the costs in these cases. The most common method for accessing the occupational health services was through management referral (80%), including sickness absence referral. Interestingly, one trust suggested that 'the occupational health service should be a multi-disciplinary team including counselling and physiotherapy'.
Staffing
Forty-one medical staff were employed across the 15 trusts with in-house services. This included part-time staff and those who worked on a sessional basis. Tables 3  and 4 show the distribution of clinical staff across the 15 trusts by occupational health qualifications. The majority of occupational health services obtained clinical input for the service from occupational physicians with a diploma in occupational medicine. Three (19%) of the trusts employed part-time primary care physicians with no specific training in occupational medicine for providing their occupational health service. The best estimate of nurses employed in the occupational health departments of the 15 trusts with an in-house service was~60. The nurses employed in the units had at least one recognized qualification in occupational health, such as an occupational health certificate, a diploma or a degree (with an occupational health component). Nurses were usually employed full-time, with part-time or agency nurses supplementing the service. In addition, some departments also employed registered general nurses (RGNs) for carrying out specific duties such as immunization. Seven per cent of the nursing staff had no occupational health qualifications. Table 3 shows the distribution of staff across the trusts and Table 4 shows the average number of medical staff with specific qualifications. Ninety-four per cent of the departments visited felt they were short of staff, while only 6% felt they were short of equipment. One trust stated that 'it is difficult to find qualified occupational health nurses and doctors, so short courses should be organized for nurses who want to work in occupational health'. Another trust suggested that 'occupational health professionals should be shared amongst the trusts; no trust should be allowed to have two to three whilst others have none'. There were only two registrar training posts within the trusts surveyed located in two separate trusts (13%). One trust felt that 'trusts should increase training posts for doctors [in occupational health] throughout the country'. 
Provision of services
All in-house occupational health departments indicated that they had the capability for providing a wide range of services including pre-employment screening, immunization, health surveillance, accident/incident investigation, sickness absence monitoring, rehabilitation, ill-health retirement, education and training. However, the nature and extent of the services actually offered was dependent on the resources available and the balance between the need for a reactive service and planned services. Counselling services were provided both internally (47%) and externally (53%) to the trusts. One issue identified during the study was that 87% of the trusts felt that they were only able to provide a reactive rather than a proactive service for NHS employees, owing to the lack of staff. In addition to the services provided internally, 86% of the trusts provided occupational health services to organizations other than their own. For example, the 15 trusts with an internal occupational health service provided occupational health provision for another 19 trusts within the London area. Of these service users, eight (42%) were community trusts, four (21%) were acute trusts, four (21%) were mental health trusts and three (18%) were special trusts. Occupational nurses in 13 trusts that provided occupational health services spent >20% of their time on external contracts, with two units spending >60% of available time on income-generating work. Table 5 shows the percentage of trusts providing services to establishments outside the NHS arena.
Source of funding
Eighty-eight per cent of the trusts surveyed received their income from a mixture of both trust funding and income generated from the provision of their services to others outside the NHS. Indeed, the only two trusts that received full costs for the service contracted it in from other providers. Forty per cent of the trusts earned >60% of their total income from income generated from selling their services. Some occupational health services used the income generated from external sources for developing and improving their service. In discussion with the occupational health services managers, some key themes emerged in relation to funding, as the following comments illustrate: 'occupational health should be funded by the strategic health authority', 'in most cases occupational health is a low priority so very little fund is allocated and occupational health is therefore expected to generate income to provide services for NHS staff ' and 'trusts should stop trading and depending on income generation to provide services for their staff '.
NHS Plus
All of the trusts studied were aware of NHS Plus. Sixty-two per cent were registered as providers of services with the NHS Plus organization. No additional resources had been identified for helping deliver services under the NHS Plus banner. A comparison was made between the criteria required for NHS Plus registration and the services described by the trusts during the interviews. It was apparent from this comparison that 30% of the trusts who had registered did not meet the criteria required. Comments regarding NHS Plus included the following: 'occupational health services are so busy with external contracts that NHS employees have to wait a long time to be seen when referred to the occupational health department'.
Policies and standards
The management systems varied from trust to trust. Table 6 shows that 71% of the trusts studied did not have any form of trust-wide occupational health policy. Furthermore, only 29% of those with a policy used a needs analysis/risk assessment approach for its development and 83% said that the policy was not integrated within the overall human resources management system of the trust. Eighty-seven per cent of the trusts had no policy or formal arrangements for rehabilitation. Thirteen per cent had some arrangement with the physiotherapy department for return to work after musculoskeletal injuries, although this did not usually imply 'fast-tracking' of employees into the system. Only one trust had any policy on dealing with occupational stress. None of the trusts in this study had set targets for improving staff health or reducing accidents and occupational ill-health.
Performance monitoring
Six trusts (38%) had set objectives and standards for their service, but only four of these (25%) monitored their performance against the standards. Six trusts (38%) performed an audit of their services, but nine departments took part in a clinical audit. A clinical audit was dependent on there being a qualified occupational health professional in the department. Five occupational health departments produced an annual occupational health report for their trusts.
Discussion
This study sought to evaluate occupational health services within the London region of the NHS. Access to both human resources and occupational health managers was not a problem, with all invited managers agreeing to take part in the study. The trusts studied included examples of the major trust types in the London region including teaching hospitals, acute, ambulance, etc. trusts. The level of participation in the study was high, with only one human resources manager refusing to participate.
All of the trusts studied had some form of occupational health provision, either in-house or out-sourced; this compared with 99.6% of trusts and health authorities in a 1999 survey of provision [6] . There was little consistency in the provision of occupational health services across London, although responsibility for the service most often resided with the human resources function. This lead role is in line with the recommendation laid out in The Effective Management of Occupational Health & Safety Services in the NHS (guidance 1) [3] . Surprisingly, the majority of trusts did not appear to have any form of trust-wide occupational health policy. Furthermore, where a policy was in place, there was little or no attempt to integrate it within the overall human resources management system. Comments made by the occupational health managers indicated that there was tension between the strategic management of the service by the human resources manager and the levels of service that occupational health managers needed to provide. Furthermore, there seemed to be little use of occupational health needs analysis or risk assessment for determining the nature and extent of the services required.
The occupational health managers also found it difficult to 'sell' the benefits of occupational health services to their internal customers. Indeed, more than half the human resources managers surveyed did not know the cost of occupational ill-health in their trust. There was also a general view that the services provided were reactive rather than proactive, in part owing to the lack of staff in the departments. This conflict between the 'provider' and the 'purchaser' has also been recognized in the commercial environment [5] . Staffing levels and qualifications also varied between the trusts surveyed. In general, teaching hospitals tended to have more highly qualified staff. However, it was very noticeable that there was a lack of more junior training posts in this area of medicine, with only two registrar posts being identified in the trusts surveyed. This is in stark contrast to other disciplines, where registrar positions often comprise the majority of posts within a department. The obvious outcome of this situation is that there appears to be significantly reduced provision for standard medical training posts within NHS occupational health departments compared with other medical disciplines. It was interesting to note that a number of occupational health departments identified the lack of training in occupational medicine as a significant issue for them. It was also of concern to observe that two trusts were using general practitioners with no recognized occupational medicine qualifications for providing their in-house occupational health service.
For nursing staff, the Royal College of Nursing recommends a ratio of occupational health nursing staff to employees of 1:1000. In the trusts surveyed, this ratio was generally in the region of 1:3000.
The trusts surveyed provided a comprehensive range of services, broadly in line with Department of Health guidance. The majority of trusts performed external work, including service provision for other trusts. In most cases this external revenue was providing >60% of the total income of the service, with a number of departments using the income for subsidizing their in-house service. Some of this work was carried out under the NHS Plus banner. However, in those trusts registered for NHS Plus, a qualitative assessment of the trusts' ability to meet the standard did show that, in a minority of cases, there was a gap between their actual position and the requirements of the NHS Plus standard. The joining criterion for occupational health departments was that they should meet the standards, or have an action plan do so within 1 year. As the data collection for this study took place within 3 months of the launch of NHS Plus, this position was not unexpected.
In conclusion, this study has shown that NHS trust hospitals in London are providing occupational health services to their staff. However, some trusts are not yet able to meet the requirements of the Department of Health [3] 
